Introduction

P
eople with longer term severe mental health problems, many of whom have a diagnosis of schizophrenia, often experience persistent psychotic symptoms and prominent negative symptoms which lead to poor functioning and social isolation. 1 Self-stigmatisation, low self-esteem and a lack of empowerment often accompany these problems. 2 Currently, many countries encourage recovery-orientated approaches for people with mental health problems. Although the concept of recovery is, by definition, individualized and personal, in the context of this study, we understand recovery as a process leading to a meaningful life, social inclusion, empowerment and satisfaction. [3] [4] [5] This process requires a balanced system of care, with well coordinated, flexible and personalized services that are available to support the individual over the long term.
The Czech Republic was under a socialist regime until 1989. During this period, the majority of people with complex mental health problems were hospitalized in large psychiatric institutions located on the periphery of cities or in the countryside. A positive interpretation is that being in a more rural setting was considered helpful for patients' recovery; a more negative one is that marginalisation-protected society from potentially dangerous and unpredictable people with mental illnesses.
Since the collapse of the socialist regime, there have been ongoing attempts to reform psychiatric care, but only marginal improvements have been achieved. Although the number of psychiatric beds has slowly decreased since 1989, this has not been accompanied by sufficient development of community care, and large hospitals have remained the main pillars of longer-term psychiatric care. 6 Czech psychiatric hospitals have been criticised for their substandard conditions and low quality of care for longer-term patients. It was demonstrated, that between 1998 and 2012 >16% of people with schizophrenia were hospitalised for more than a year, and more than one-third of that were hospitalised for more than 4 years. 7 The development of community based mental health care has been hampered by a lack of financial investment. 7, 8 Patients with psychosis account for over 20% of all patients in Czech psychiatric hospitals, with this group consuming over 10% of the entire Czech health expenditure. 9 The need to specifically address the care needs of this group is underscored by the fact that despite representing only 10-20% of people with schizophrenia, they consume 25-50% of the mental health budget. 10 The Strategy for Mental Health Care Reform in the Czech Republic was published in 2013 and current projects to implement the strategy are being developed and approved for funding. 11 The main objective is to improve the quality of life of people with mental illness. The current system of care in Czech psychiatric wards still follows a rather traditional medical and paternalistic paradigm and does not allow patients to develop their own potential by using all available resources in their environment. Their specific support needs are not assessed adequately, individual care planning is absent, and patients are not encouraged to define their own treatment goals. Staff awareness of the concept of recovery and their training in psychosocial rehabilitation is almost absent. Treatment interventions are not evidence-based and properly evaluated, and there are no specific guidelines for longer-term care.
Funded by the Norwegian government (Norway Grants), the Czech Ministry of Health ran the S.U.P.R. programme from 2014 to 2016. This paper describes the impact of this pilot change management intervention in terms of the quality of care provided in longer term care units prior to and 6 months after its implementation. It was hypothesized that implementation of the programme of psychosocial rehabilitation for at least 6 months would improve the quality of care delivered.
Methods
This was a prospective non-randomized study that measured change in the quality of care before and after implementing the S.U.P.R. project. Study steps are described in figure 1.
Participants
All Czech psychiatric hospitals agreed to participate in the project. They selected one or more units focussed on longer term inpatients, mainly with a diagnosis of schizophrenia. Wards providing care primarily to patients with substance misuse, degenerative brain disorders or dementia were excluded. Otherwise, no restriction criteria were applied. Three persons from each department's staff and a ward manager were involved in the project. Pre-intervention exploration of how the wards were organized was performed, which demonstrated that all included facilities had unlimited lengths of hospitalization.
The S.U.P.R. intervention was created by the S.U.P.R. team, was introduced to all staff participants and they were encouraged to follow the principles described below. Staff was supervised in regular monthly teleconferences of all participants and via email contact over at least the subsequent 6 months. 5 Participants were trained in administration of the Camberwell Assessment of Needs (CAN) questionnaire. 12 Czech certified trainers provided CAN training in one full-day session and also instructed teams to participate in follow-up sessions via teleconferences. Two people from each department underwent a 2-day training course in complex psychosocial rehabilitation CARE (Comprehensive Approach to Figure 1 Step-plan of the study.
Ã SUPR programme indicates and describes steps in relation with 7 domains of QuIRc Rehabilitation Europe) provided by international and Czech certified trainers. 13 The main principles of the S.U.P.R. intervention: 
Outcome measurement
At baseline (T1-autumn 2014) routine care provided in participating wards was assessed with the Quality Indicator for Rehabilitative Care (QuIRC), an internationally validated quality benchmark tool for longer term mental health facilities. 14 The person most acquainted with the functioning of each ward completed the QuIRC with the assistance of a member of the evaluation team who was previously trained in its use. At the second time-point (T2-autumn 2016), managers of the participating wards completed the QuIRC questionnaire independently. The QuIRC comprises 145 items, which assess seven domains of care: living (built) environment (LE), therapeutic environment (TE), therapeutic interventions (TI), self-management and autonomy (SMA), social inclusion or promotion of social interface with the community (SI), protection of human rights (HRs) and implementation of a recovery-based practice (RBP). The QuIRC was developed through the DemoBinc project (Development of a European Measure of Best Practice for People with Long-Term Mental Illness in Institutional Care). 15 The QuIRC is available as a web-based application (www.quirc.eu) in the Czech language. It produces a report, which presents the domain scores as percentages on a ''spider web'' diagram, with a higher percentage indicating better quality of care. The QUIRC has excellent inter-rater reliability and good internal validity. 14, 16 All participants of the S.U.P.R. programme were asked to create a report at the end of the project, which assessed their satisfaction with practical aspects and possibilities to implement S.U.P.R. interventions into the regular practice.
Ethical approval
Ethical approval was obtained from the Bohnice Psychiatric Hospital ethical committee.
Statistical methods
Due to limited sample size (n = 14) it was impossible to conduct more sophisticated parametric analyses exploring effects of various factors on QuIRC scores. Thus, statistical methods were restricted to descriptive statistics and non-parametric method, i.e. Wilcoxon signed-rank test.
Results
Wards description
Although 14 longer-term wards from 12 psychiatric hospitals distributed all around the Czech Republic were included, 3 of these were in the Bohnice psychiatric hospital in Prague. Seven were located in an urban area, 2 in a suburban area and 5 in a rural area (Supplementary data). All 14 wards had no maximum limit on the length of patients' stay, ranging from several weeks to several years (mean three months).
At T1, the 14 wards had a total of 499 beds and the mean number of patients per ward was 36 (range 20-50). All beds were occupied. Six wards were mixed gender, five were male only and two were female only. The maximum number of patients per room was 12 and the minimum was four (mean 6). One ward was excluded from the evaluation since it was closed during the evaluation period. For this reason, only 13 units were included in the second assessment.
All but three units had some percentage of detained patients (table1). Most patients had long-term schizophrenia or bipolar disorder and were considered to have high levels of support needs. At T1, patients from across all 13 wards were reported to spend a mean 4.1 h a day engaged in an organized activity (range 2.5-6.5 h). The ward managers estimated that it was difficult to engage around half (total mean 48%) of the patients in any activity (range 8-83%).
Staffing numbers see table 1. The QuIRC questionnaire assesses the number of full-time staff per occupied beds. As all 14 wards were fully occupied, these figured represent the staff to patient ratios. See table 1 for details.
QUIRC assessment
The mean scores on all seven QuIRC domains increased between T1 and T2 across the 13 units (see table 2 
Discussion
In the Czech Republic, the quality of psychiatric care is regularly assessed according to general criteria applicable to all medical units (surgery etc.). This type of quality assessment keeps units strictly within the medical paradigm.
In this study, initial results at the start of the project showed that the quality of care in longer-term wards was rather low. The quality of longer-term mental health care in the Czech Republic seems to be lower than in many other European countries, as shown by results from the DEMoBinc study. 16 Results of this international comparison, showed that a higher quality of care is connected with smaller sized units, a limited length of stay, mixed genders of patients at units, an urban location with higher access to extramural services, a higher percentage of better functioning patients and a lower percentage of involuntarily detained patients. Our results seem to confirm these outputs in spite of the fact that our sample of units was small and difficult to elaborate on statistically. Patients at wards included in the S.U.P.R. project were assessed as severe mentally ill patients with high needs of support who are difficult to engage in activities. This could possibly reflect the psychopathologic severity of hospitalised patients as well as the staff attitudes. This fact, on the other hand, could be open to debate, since a staff team member who cannot be regarded as objective considered this. Equally, some patients could have been underestimated and not included in activities that they in fact could have handled if they were to try, simply because they were deemed unable to cope. The lowest percentages were in the domain assessing autonomy and self-care, where none of the units achieved 50% or more. Low results were also found in the social interface domain, but there was a large variety (in tens of percent) between units (24 vs. 68). This indicates that care was not recovery-oriented in 2014.
The S.U.P.R. project gave us an opportunity to assess and compare longer-term psychiatric care across the entire country, which resulted in a useful, comprehensive benchmarking exercise across different regions. At the start of the project, there were generally low levels of psychosocial rehabilitation in operation. The majority of units had strict therapeutic regimes (e.g. fixed waking time and a rigid schedule of daily activities). There was a lack of therapists for psychosocial interventions and staff aimed mainly to keep patients calm and contained. Many units did not give patients choices regarding day-to-day decisions, and staff behaved paternalistically. The majority of units had minimal liaison with community services and with other hospital departments. Some of the hospitals were in very isolated parts of the country. None had individualized care plans for patients at the beginning of the project.
Staffing was very low. This finding was also apparent during the DEMoBinc project several years ago. [15] [16] [17] This undoubtedly impacts negatively the quality of longer term care in the Czech Republic. Having only one psychiatrist for every 20 patients, one psychologist for every 50 patients and one social worker for even more patients is alarming and a major obstacle to achieving good quality care. Low staffing has been found to be an impediment to implementing recovery-orientated practice. 18 The wards that participated in the S.U.P.R. project improved care to various extents, and most wards appeared to shift their culture from a more medical paradigm to a more psychosocial rehabilitation paradigm. At the start of the project, all wards followed the requirements of the facility and provided general activities for patients' free time, disregarding their needs. All patients in each unit were offered the same activities. At the end of the project (T2), all facilities to some extent tried to offer a more individualized approach. We tried to interpret a big variation in improvement of quality according to QuIRC in participating centres. Analysing and discussing results led us to determining main influencing factors that may play a role-(i) motivation of staff team to change routine praxis to implement S.U.P.R programme; (ii) number, composition, and education of staff (with a focus on ability to provide therapy with an individual approach-e.g. therapists, psychologists); (iii) availability to follow up with community services care; (iv) support of providers to implement psychosocial rehabilitation (staff were unable to promote 'bottom-up' changes without senior manager support). Units with fulfilment of all mentioned factors had better results. Above all, we have to note that the included centres were also in different phases of the process of psychosocial rehabilitation before the beginning of the project, and the quality of care varied. According to QuIRC results, the included centres can be divided into three groups-the first includes units with higher scores at T1 and further increased scores in T2 (06, 08, 13); the second group includes units with low-quality scores at T1 and a major increase in T2 (01, 03, 04, 05, 10, 11-note, these could be seen as the most valuable since they really changed a praxis and S.U.P.R. was marginally helpful); and the third group includes centres with minimal change in quality scores (02, 07, 09, 12) with the least amount of change occurring in Unit 02. This unit also had lowest number of staff in T1 and T2, and staff confirmed they were not motivated to put effort into changing things, because they reported feeling overloaded by the current approach.
Teams that willingly accepted multidisciplinary supervision were more prone to change towards the recovery model than those without an interdisciplinary approach.
Via retrospective reports of individual centres' satisfaction with the S.U.P.R. was reviewed. All participants reported satisfaction with the training they received in the evidence-based psychosocial rehabilitation approach and were ready to implement it when they had sufficient resources. However, all wards reported that they did not have enough staff to provide the required activities or to provide them the way they would like to. They also stated that the individualized patient approach was more time-consuming in comparison with their usual practice. Some wards reported problems with actively supporting patients to engage in community activities since there were no community resources available to engage with.
Staff also complained that they were too busy to extend their job roles to include tasks that they see as somebody else's job (e.g. facilitating patient activities) and that administration responsibilities are time consuming. These findings concur with other studies that have attempted change management interventions to improve the quality of care in longer term mental health facilities. 18 Senior staff support, adequate resources (staffing) and ongoing supervision to reinforce the changes made are key to the success of interventions that aim to change practice. 19 In a national programme of research into longer term mental health facilities in the UK, Killaspy et al. 20 found that higher quality inpatient mental health rehabilitation services were able to successfully discharge over 50% of their patients within 18 months, leading to a cost-efficient system. Providers of psychiatric care in the Czech Republic should be aware of this fact and support psychosocial rehabilitation in preparation for the future developments in community based care to come. With rehabilitation and the right community support, most people with longer term and more complex mental health problems are able to leave hospital for good to live rewarding lives in the community.
There are some limitations to our study. Although the assessment was performed according to the standard procedures and under the supervision of a trained manager of the project, the wards were assessed by their respective manager and we cannot entirely rule out a potential bias that this may have introduced. The huge variations across wards in quality scores both at baseline and post-intervention might also constitute a limitation to the generalisability of our findings. The study also did not assess how the programme affected the outcomes of treatment, such as the patients' functioning, quality of life or successful discharges to the community.
The S.U.P.R. project created a concept of complex psychosocial rehabilitation that would increase the possibilities for people with a long-term course of mental illness to participate in activities in normal society. The present study indicates that shifting the focus Figure 2 Average percentages in 7 domains of QUIRC -total sample of included units. Note. LE, living (built) environment; TE, therapeutic environment; TI, therapeutic interventions, SMA, self-management and autonomy; SI, social inclusion or promotion of social interface with the community; HR, protection of human rights; RBP, implementation of a recovery-based practice of attention from disability to strengths can lead to significant changes in the TE and promote recovery practice even in underfinanced and understaffed departments. Introducing individual treatment plans can lead to quick improvement in the quality of provided care without additional financial support. The S.U.P.R. project might be an inspiration to other countries in the region of Central and Eastern Europe because their mental health systems face similar challenges. 21 
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Key points
Implementing recovery-based principles can greatly increase quality of care. Evidence-based principles of psychosocial rehabilitation can be implemented even in the inpatient psychiatric care for people with severe mental illness (SMI) and complex needs. Staff at inpatient psychiatric units should be supported in reaching the principles of recovery and the number of staff should be increased The main change has to focus on providing individualized care with regard to the patient's needs. This approach will strengthen patients' autonomy and abilities and prepare them for participation in normal society when community psychiatric services are settled in the Czech Republic.
